MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBI.IRC HEALTDH AN: '72 o o N 114 STATE FILE NUMBER
DO NOT WRITE NDED egittration District No. __f_ . __Primary Registration District No. ___ —~J—Registrar’s No.

ON THIS STUB | S} I.IPI i { 1963
1. PLACE OF DEATH 2. USUAL RESVDENCE (where deceased lived. 1f institytion: Revidence bLefore

a. COUNTY Gentry . s1ae Mo, b.county Gentry admission)

b. Cg"‘\’ {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. Cgl;f . - Invida Limits
TOWN Albany, 14 yrs. wown  Albany, Yo X o [

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If cuniide, give location) Reside on Farm

eonions 102 W, Harrison Yor 8 No[J ADDRESS 102 W. Harrison Yo O No

a. gAME OF _DECEASED First Middle Last 4, D(J;FTE Month Day Year
or prin
vpe of print) Job (none) Clevenger DEATH Dec, 9, 1963
5 SEX - 6. COLOR OR RACE 7. Married [] Novar Married () |8. DATE GF BIRTH | 9 AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed [§] Divorced [ 5/3 /74_ 89 Months | Days | Hours I Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and #tate or country) | 12. CITIZEN OF WHAT COUNTRY
duinoPpeseitine V¢ pyoo{ eried) | Farmer Rt4. Harrison County,Mol U,S.A,.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME Ta. NAME OF HUSBAND OR WIFE
B.Franklin Clevenger Susannah Funk Aura Clevenger
15, WAS DECEASED EVER IN U.S. ARMED FORCES? 6. SOCIAL SECURITY NO. | 17. INFORMANT 102Ad:| 5 Harrison
{Yes, no, quﬂnmn)I {If yes, qudng dates of servi P aul ine Ke mper A.lba ny MO.

18. CAUSE OF DEATH (Enter only one causa per line INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: QONJET AND DEATH

IMMEDIATE CAUSE (s) Coronary 'Ilhrombosis 36 hrse.

V$ 300
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DATE AMENDED

g
- 2 |

DOCUMENT

which gave rise fo
above cause [a),
stating the under-
lying causa lamt

Conditions, If nny.] DUE TO (b) Senility.

DUE 10 {c)

PART 11, QTHER SIGNIFICANT CONDI'I'IONS CONTRIBUTING TO DEATH but not relsted to the terminal PART Ili. it deceased was female was
disease condition given in PART | (a) there a pregnancy in laur 90 days.

l|:‘| Yes I O Neo l [ Urknawn

19. WAS AUTOPST | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART [l of item 18.)
PERFORMED |m) = m]
YES J NO

20¢. TIME OF Houl Month, Day, Year
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK 3 farm, factory, streat, office bidg., etc.)
NOT WHILE AT WORK [J

21. | attended the decented from___g_u._M_Au u 1 ' |o._._9 D_M.—nnd last saw fEIeslive on 9 Dec 63

Death occurred &t B'IOO Pm on the date stated sbove, and to the Best of my knowledge, from the causes stated.

a, e or title) 7 22b. ADDRESS 22c. DATE SIGNED
o ORATE Q @ Zpgé' ' , // D.0. Albany, Mo. 12/10/63
o’ i {Srate}

23s. BURIAL, CREMATION, | 23b. DATE 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county)

REMOVAL (5 aT 12/11/63 Foster Ce tery New Hampton. Mo,

24. FUN DIREC 25. DATE RECD, BY LOCAL REG. | 26. REGISTRAR'S SIGN E L 5
ﬁm New Hampton, Mo, /2-10-¢63 MOW’ / g

{Licensed Embalmer ] Suremem on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




glecadmotnT voisnoned

STATEMENT BY LICENSED EMBALMER

wdiliaon
I hereby certify that the body whose name is recorded on the reverse side of this certificete was embalmed by r;'le,

or by Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

9L nud & SGQ Jaussﬁ

Note: The above MUST BE SIGNED BY THE LICENSED EMBAI.MER in_ his OWN HANDWRITING. (Failure‘lo comply
with the above censtitutes grounds for revogation of I|cense) ' Y \L\

If embalmed by a STUDENT, he also shall 5|gn in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




